The demographic structure of Latin American countries (LAC) is fast approaching that of developing countries, and the predicted prevalence of dementia in the former already exceeds the latter. Dementia has been declared a global challenge, yet regions around the world show differences in both the nature and magnitude of such a challenge. This article provides evidence and insights on barriers which, if overcome, would enable the harmonization of strategies to tackle the dementia challenge in LAC. First, we analyze the lack of available epidemiologic data, the need for standardizing clinical practice and improving physician training, and the existing barriers regarding resources, culture, and stigmas. We discuss how these are preventing timely care and research. Regarding specific health actions, most LAC have minimal mental health facilities and do not have specific mental health policies or budgets specific to dementia. In addition, local regulations may need to consider the regional context when developing treatment and prevention strategies. The support needed nationally and internationally to enable a smooth and timely transition of LAC to a position that integrates global strategies is highlighted. We focus on shared issues of poverty, cultural barriers, and socioeconomic vulnerability. We identify avenues for collaboration aimed to study unique populations, improve valid assessment methods, and generate opportunities for translational research, thus establishing a regional network. The issues identified here point to future specific actions aimed at tackling the dementia challenge in LAC. 
The call to fight dementia has gone global. 1 However, the strategies, procedures, and tools to address this urgent issue have not, with important barriers persisting in Latin American countries (LAC) (see appendix e-1, S1, for a definition of LAC, links.lww.com/WNL/A97). The demographic structure of LAC is fast approaching that of developing countries 2 and the predicted prevalence of dementia in the former already outreaches that in the latter. 3 Although high variability among LAC exists, demographic transition in this region is happening fast. In addition, fertility rates and their relative decline have been uneven across LAC (appendix e-l, S3). Yet understanding of the factors relevant to dementia is currently limited, 4 and a high proportion of people with dementia in the region lack basic support. 5 
The goal of this work
In this Perspective, we discuss the clinical and research priorities necessary to enable harmonization of strategies to tackle the dementia challenge in LAC. Regarding clinical priorities, we discuss the current diagnostic procedures (table 1), the need for improving physician training, and factors affecting timely diagnosis and care. We also consider specific issues regarding mental health facilities and policies. Regarding research priorities, we highlight the lack of epidemiologic data and the need for standardized diagnostic procedures. We also discuss the use of biomarkers and the context of clinical trials in LAC. Finally, we propose avenues for collaborations including dissemination forums, research with unique populations, and opportunities for a regional network for translational research. A consensus is needed to enter the global dementia scenario with an appealing proposal that focuses on the harmonization of actions across LAC in a way that captures global dementia strategies.
The dementia challenge for LAC was recently highlighted in the World Congress of Neurology meeting held in Santiago, Chile. 2 A group of experts from various LAC came together to discuss concerns regarding barriers and challenges in clinical research practice (appendix e-1, S2, links.lww.com/WNL/A97). Four topics were addressed and are discussed here: (1) timely diagnosis, (2) therapeutic approaches, (3) social and health support after the diagnosis, and (4) potential avenues for collaboration toward unmet needs. It was acknowledged by consensus that such topics could trigger immediate actions (table 2) .
Timely diagnosis
Recent dementia recommendations stress the importance of systematic and exhaustive clinical and cognitive investigations, as well as biomarker approaches, to support both the timely diagnosis of Alzheimer disease (AD) 6 and prevention initiatives. 7, 8 Whether such recommendations can be harmonized across the developed and developing world is unclear at present. Moreover, the potential benefit of timely diagnosis and the clinical utility of biomarkers has been questioned both at the societal and individual level. 9, 10 Although the use of biomarkers as diagnostic criteria offers value in research settings, concerns about the premature use of biomarkers in clinical settings have been raised. Even if biomarkers are proven to be accurate for diagnosis, the associated patient benefit should be considered, particularly in light of the cost of proposed biomarkers and the necessary access to high-level equipment that is currently unavailable in most LAC. 11 The utility of biomarkers is further questionable in low-income countries (LIC), where the priority should be timely diagnosis using affordable neuropsychological and clinical assessments, and appropriate patient care. Thus, the potential utility of biomarkers may be predominantly in high-income countries (HIC) and to a lesser degree in upper-middle-income countries (UMIC). Thus, the use of biomarkers may represent a step toward better future assessment predominantly in HIC, 12 while care and clinical assessment should be a priority in LIC and UMIC (see below). There is a stringent limit to the budget available for research in LIC and UMIC and the use of biomarkers would likely imply a tradeoff between quality of measurement and other desirable features of research such as geographic, socioeconomic, and racial diversity of sample participation as well as sample size, response rates, and cost, to mention a few.
Challenges for LAC relevant to this call include the current epidemiologic landscape, training of health care practitioners, procedures followed to make a diagnosis, and factors affecting timely diagnosis. dementia impact. 16 As is the case globally, the expected increase in dementia in LAC is partly due to the aging population. 17, 18 A combination of unsuitable diagnostic procedures and low awareness has prevented accurate estimates of dementia prevalence in LAC. 19 The WHO reported a dementia prevalence of 5.5%-7% with a standardized prevalence of 8.5%, although several LAC are underrepresented in these statistics, 16 and dementia prevalence may be underestimated. 20 Most reports rely on a limited number of studies, which provide only a partial picture of the problem in LAC. 4 Thus, more rigorous epidemiologic studies are required 21 (table 3) .
The Alzheimer's Disease International (ADI) report 14 included figures from Cuba, Dominican Republic, Jamaica, Peru, Venezuela, Mexico, Chile, and Brazil (14 publications). Ethnic minorities in the United States reported prevalence of dementia in Caribbean Hispanic Americans (12.2%) higher than in Mexican Americans, Japanese Americans, and nonLatino white populations. 22 In fact, ADI reported the highest 24 but this has also been reported in some European countries 25 ). It has been suggested that such variability may result from differences in methodologic procedures across studies (e.g., diagnostic criteria). Nevertheless, the crude estimated prevalence of dementia in LAC in people >60 years (6.54%) exceeds international prevalence (5.2%), 16 demonstrating the challenge ahead for LAC (table 3) .
In countries such as Cuba, Dominican Republic, Mexico, and Peru, dementia represents the largest contribution to disability. 26 The Global Burden of Disease Study (2010) reported that dementia is also one of the key determinants of disability and mortality in older people. 5 In some LAC, dementia leads to an increase in time disabled by over 200%, and the number of deaths due to dementia has increased by 526%. Moreover, higher rates of deaths among people with dementia in hospital settings are observed in some LAC 27 : Cuba 41.4%; Dominican Republic 29.1%; Peru (urban) 31.0%; Peru (rural) 83.3%; Mexico 31.3%. Notably, hospitalization is one of the main health care cost factors in dementia.
Health care practitioners responsible for the diagnosis of dementia
The diagnosis of dementia in LAC is usually made by a neurologist, psychiatrist, or gerontologist, or on rare occasions, by a general practitioner. To establish a partnership with world leading organizations in the field. Support will be sought toward effective strategies for dissemination and education of relevant stakeholders (e.g., National Plan for Dementia in Chile).
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New initiatives can be launched by higher education institutions of LAC to incentivize and promote dissemination of scientific research in international peer-reviewed journals.
General population
Lack of awareness To generate a regional dementia strategy for LAC addressed to heads of government and international agencies to raise awareness about specific factors delaying the diagnosis of dementia and to make recommendations about feasible and affordable strategies to overcome existing barriers including resources, culture, and stigmas.
To raise awareness through such a strategy on regional factors limiting participation of LAC in worldwide dementia prevention initiatives (local policies, lack of registries).
To highlight the importance of setting up national registries and brain bank facilities and linking them across LAC.
To promote a participatory culture in dementia research, which can be formed via community groups, general practitioners, community nurses, or national media.
Health

Lack of training
To develop a regional training program for dementia. Such a program should address the needs of different participants such as carers, nurses, social workers, general practitioners, and other health professionals. Recommendations are made to incorporate dementia training in the curriculum for undergraduate and postgraduate programs.
To coordinate a pilot study to assess feasibility of telemedicine platforms to provide support on issues prediagnosis and postdiagnosis. To this aim, LAC can rely on colleagues from Universidad Central de Venezuela to explore avenues of collaboration.
Political
Government and international support A systematic pursuit of support from national and international agencies. This will include drafting an agenda for heads of governments aimed at raising awareness among politicians of the status quo in the field of dementia in LAC.
Scientific
Promote local exchange to maximize resource utilization and access
The agenda will include (1) a LAC Congress on Dementia with regional journals providing the dissemination forum; (2) the development of online platforms to manage registries of special populations, share data across LAC, and facilitate project management as well as training; and (3) consolidation of a regional network for translational neuroscience.
More regional discussion is needed among experts in the field to address issues such as feasibility for LAC to adhere to international guidelines (e.g., table 1) or to develop more specific regional guidelines.
Translation and implementation
Capitalizing on existing infrastructures and promoting interdisciplinary work Establishment of a regional network for translational research and improved assessment. This will include the implementation of IT platforms to share resources such as access to regional brain banks, animal models, telecare infrastructure, postdiagnosis support, training, and intervention programs.
Access to diagnosis
Health facilities in LAC are predominantly located in large cities, with a shortage of specialists in small towns and rural areas. In Mexico, only 34% of the rural dementia population receives support from the government 16 and dementia health care services are available to very few people. 27 Moreover, in most LAC, specialized services are covered by private health insurance only. There are no primary health care programs to address diagnosis or timely and adequate referral, and no information is available about the process of referral, when dementia is suspected. At the secondary health level, memory clinics are very rare, although a few LAC provide dementia diagnosis via dedicated research facilities.
Consensus criteria
In LAC, a limited number of private and public memory clinics located in large cities provide services that meet international consensus criteria and standards. The acceptance of international recommendations on dementia by local scientific/clinical/academic communities is increasing, but does not receive systematic support from relevant stakeholders. Such recommendations provide a framework for the harmonization of diagnostic procedures, to identify individuals transitioning to clinical AD. 6 Table 1 summarizes how current procedures in LAC map onto these recommendations. Note that in LAC, adoption of these recommendations is restricted to a few centers and does not represent the typical scenario. Although efforts are being made to adhere to such procedures, they are far from homogenous. Interestingly, the use of neuroimaging markers (e.g., amyloid/tau-PET and FDG-PET) appears to be more consistent across LAC than cognitive assessment procedures. Despite neuroimaging evidence heavily emphasized in current international dementia recommendations, 6 it is not clear how feasible these practices are in LAC (see "Procedures followed to make a diagnosis"). 
Training
There is an urgent need for training across different levels of the health care system, particularly at the primary care level. Limited training and low confidence of physicians contributes to dementia underdiagnosis/misdiagnosis. 28 A large proportion of physicians in LAC have not received training regarding differential diagnosis and have limited knowledge about the different forms of dementia. 28 Some training is offered through relevant national societies, and some training programs are available, but only for neurologists, geriatricians, and psychiatrists. The general scenario demonstrates an urgent need to incorporate education about dementia diagnosis and management from undergraduate and postgraduate programs through to continued education programs for health practitioners, researchers, and social care workers.
Procedures followed to make a diagnosis
Most LAC follow a basic 3-step clinical algorithm that comprises screening, diagnosis, and classification (i.e., dementia subtypes). Diagnosis is primarily based on clinical information and detailed cognitive assessments are primarily available in private institutions only (table 1). Availability of imaging and biomarkers is restricted to a few centers. For instance, in Argentina, a few institutions have incorporated AD biomarkers as part of international protocols (e.g., the Alzheimer's Disease Neuroimaging Initiative). Genetic screening is rare with some exceptions (i.e., Colombia and Argentina, not at a national level, but focused on a few centers). The Neuroscience Group of Antioquia has implemented a genetic interview to investigate family inheritance of neurologic diseases. This approach has been key to revealing an unprecedented geographic clustering of neurodegenerative genetic diseases in that country.
Basic 16, 27 In Chile, the Ministry of Health launched guidelines for primary care and a Chilean Society has launched guidelines for specialists. In Argentina, the first Clinical Practice Guidelines have been reported, while the Brazilian Academy of Neurology has made recommendations on diagnostic criteria, screening, neuropsychological evaluation, blood tests, and neuroimaging. However, a much broader health approach as recently launched in HIC 16 is required. Thus, although there is local awareness in some countries regarding the importance of harmonizing diagnostic procedures, this awareness has not reached a regional level (i.e., LAC). Moreover, multiple factors such as resources, culture, language, and stigmas affect the accurate diagnosis (table 4).
Therapeutic approaches
Experience running international or local clinical trials in LAC is mixed. A small amount of drug trials reported worldwide have included LAC, with differences among countries. This region offers an appealing environment for dementia research, although more regional integration is required (table 4). The regional experience lacks systematic organization and regional registries. In some cases, strong bias and negative stereotypes about medication have been observed.
Local regulations
An important factor limiting participation of LAC in international clinical trials is the position of relevant ethics committees, which until recently have had strong reservations about clinical trials in developing countries, even when they are part of international initiatives. However, there are ).
Unique conditions
LAC offer a unique and appealing environment for drug research, given the combination of large populations living in large cities together with the presence of rare conditions such as clusters of autosomal dominant variants of neurodegenerative diseases causing AD, vascular dementia, frontotemporal dementia, and Huntington disease. e9-12 Such population characteristics enable accelerated enrollment, high recruitment levels, high retention rates, and simplified follow-up algorithms. These factors can dramatically improve trial efficiency, adherence to tight timelines, and resource optimization.
Absent regional regulation
The lack of regional registries for clinical trials poses important restrictions for LAC. No systematic information regarding the effect of clinical trials on highly vulnerable populations exists (e.g., exposed to poverty, violence, low education, and other types of social deprivation). Moreover, some dementia subtypes are underinvestigated (e.g., Huntington disease, cerebral autosomal dominant arteriopathy with subcortical infarcts and leukoencephalopathy, and Parkinson disease).
Regional brain banks
Some LAC countries such as Brazil, Argentina, and Colombia have fully functional brain bank facilities. While regional groups are keen to facilitate collaborative research with other countries, more collaborative work is required.
Abbreviations: AD = Alzheimer disease; LAC = Latin American countries.
a See e-references, links.lww.com/WNL/A188.
encouraging examples in the region, including a landmark prevention trial in familial AD in Columbia. 7, 29 Some LAC have government regulations that pose challenges to clinical trials. For instance, in Chile, a new law on patients' rights and duties imposes several restrictions. Article 23 of the law 20584 prohibits the participation of vulnerable people in scientific research studies who are unable to provide consent. This has caused concerns among ethics committees, which have had to reject applications based on such legislation, affecting researchers as well as people with dementia. Also, most research is supported by industry, with academic trials representing a small proportion of research and involving small sample sizes (although this does not seem to be specific to LAC). The implications of this pattern for the direction of research as well as the validity and availability of results merits attention in future works. Finally, no regional guidelines for multicountry clinical trials exist. Thus, some local regulations may need to be revised to reflect global dementia strategies.
Currently available treatments
Unlike many HIC (e.g., United Kingdom, France, Norway, United States, and South Korea) where governments have developed specific dementia plans or strategies, most LAC have minimal mental health facilities with no specific policies or budgets for mental health. 15 Currently available treatments, research opportunities, and clinical assessment of dementia appears to depend on a country's political stability and economic capacity 16, [30] [31] [32] (appendix e-1, S6, links.lww.com/ WNL/A97).
In Chile, as in many other LAC, care is mostly delivered by family relatives, with most of the cost of dementia accounted for by informal care. 16 Availability of pharmaceuticals for dementia across LAC is variable, with the exception of Mexico, where the cost of dementia medications is much lower than in other LMIC. 27 In Colombia and Peru, only private health insurance companies provide acetylcholinesterase inhibitors (AI) or glutamate modulators. In Chile, the public health system delivers pharmaceutical treatment for neuropsychiatric symptoms of dementia, but does not cover specific treatments for dementia subtypes. The Brazilian government supports treatment with AI for AD; however, respite facilities or nursing home access are not supported. In Argentina, AI, Souvenaid, and Cerebolysin are supported by the public health system. Moreover, patients with dementia have access to a national certificate of disability, which allows them access to full medical coverage. In general, memory enhancers are difficult to obtain. Moreover, nonpharmacologic treatments, as well as social and health support postdiagnosis, pose similar challenges in LAC (tables 5 and 6).
Nonpharmacologic approaches may offer an attractive alternative for LAC. At the Alzheimer's Association International Conference 2016, evidence on cognitive intervention programs using information technology was presented. Such approaches have shown relevant improvements in cognitive functions, transfer across cognitive domains, and enhanced functioning in randomized controlled trials. Interestingly, these effects appear to persist to some extent for at least 5 years. 33 More recently, the Finnish Geriatric Intervention Study to Prevent Cognitive Impairment and Disability 
The private/public divide
The private/public divide determines the quality and promptness of diagnosis, the length of waiting lists, and the proportion of people who can access health care facilities. Intervention programs in Argentina, Chile, Dominican Republic, Mexico, Peru, and Venezuela showed larger effects on caregiver psychological morbidity and burden than in HIC. e13 There are no centers of excellence at a public level. This lack of access, together with socioeconomic inequalities, highlights the importance of identifying actions that can address these urgent needs. e14
Cultural differences
More than 400 different indigenous groups are estimated to live within LAC, e15 and around 89% of them live in Bolivia, Guatemala, Peru, Ecuador, and Mexico, which have 5-13 million indigenous citizens each. e16 In Mexico, 16% of the population is indigenous and this population is facing major difficulties accessing dementia care.
e17 Moreover, illiteracy and low education are major problems affecting most LAC e18-e19 (the illiteracy rate in the older population is approximately 10% e20 ). Even high levels of food insecurity have been observed in the Dominican Republic, Mexico, and Peru e13 in people with dementia. The extent to which these sociocultural factors influence dementia prevalence in LAC needs to be investigated.
Language differences
LAC are not homogenous in terms of language (e.g., ethnic minorities and indigenous groups with specific communication systems). Several countries have indigenous populations who speak non-Spanish native languages. Most tests used for the detection of cognitive impairments have been adapted and translated from different cultural backgrounds.
e18-e19 Thus, there is a need for culturally unbiased language-free approaches to assess these populations. Although there have been a few attempts to tackle this issue (see reference e21), the basis of cultural effects is poorly understood. Normative data are likely not generalizable across different populations e22 and can influence dementia misdiagnosis. Stigma LAC with more education and improved health facilities have better dementia diagnosis and outcome. e24 For example, according to experts from Colombia, families affected by the gene mutation (familial AD) believe the disease is a deterministic, natural condition and thus do not hope for any solution from the health system. In Chile, negative stigma is observed in members of the Mapuche community, which has a high prevalence of dementia. In Mexico (as in many other LAC), low levels of awareness contribute to low rates of diagnosis.
e17 Some families are reticent to disclose the diagnosis to affected relatives. Indeed, stigma has been recognized as a major factor preventing the implementation of effective dementia strategies not only in LAC, but around the world. e25 Thus, stigma and myths associated with the diagnosis of dementia are important in LAC and require specific actions.
Abbreviations: AD = Alzheimer disease; HIC = high-income countries; LAC = Latin American countries. a Resources, culture, language, and stigmas are common factors influencing the dementia diagnosis across the world e13 and particularly in LAC. See e-references, links.lww.com/WNL/A188.
(FINGER) study has combined comprehensive intervention with technology to enhance cognitive functions. 34 The use of technology has become common practice among older people from LAC. Some researchers have started to investigate whether this social trend could offer new opportunities to assess functioning in those at risk of dementia. 35 Nevertheless, we acknowledge that though promising, this area is in its infancy and more work will be needed before it can be introduced into clinical practice.
Potential avenues for collaboration
Even at a global level, comprehensive dementia health care cannot be afforded by existing care models. 27 The potential of LAC to tackle important priorities in dementia research is unanimously acknowledged by this expert panel.
Promoting collaboration forums and large-scale computational capacity
One option for LAC is to establish an agenda to organize meetings in different countries, which could create opportunities for researchers to discuss local work and increase scientific debate and interactions (appendix e-1, S4, links.lww. com/WNL/A97). Secondly, the development of large-scale computational capacity (e.g., Linux clusters) would offer a platform for intensive dementia research, screening programs, and big data analysis (appendix e-1, S4).
Capitalizing on unique populations
LAC offer access to unique populations (genetic clusters, low literacy, multilingual, multiethnic). 36 This region hosts the world's largest populations of familial AD (Colombia), Huntington disease (Venezuela), and ataxia (Cuba), alongside multiple novel and rare functional genomic variants of other diseases. For instance, the Caribbean has a high late-onset dementia incidence, and genetic studies have shown large effect sizes. 37 These unique genetic presentations can be exploited at a regional level. Moreover, the socioeconomic status of several communities provides a natural scenario to study the role of vulnerability, resilience, and gene-environment interactions, such as in the blue zones. Multilingualism is another important factor that can be studied. Many LAC are suitable for studying bilingualism and its influence on cognitive reserve in situ. In LAC, it is possible to find people who are illiterate, but still functioning at a relatively normal level within their community. In Mexico, Peru, Cuba, and Dominican Republic, education and literacy seems to protect against dementia onset.
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Studying these populations may help to disentangle the effects of education and other social factors. Finally, the development of robust cognitive neuroscience methods to tackle dementia research are now emerging in the region. [38] [39] [40] [41] [42] [43] [44] [45] [46] [47] [48] [49] [50] [51] However, the need for more research at a global level is necessary 27 and LAC should be integrated into this pathway.
The unique conditions found in LAC could inform causal inference by etiologic triangulation. 52 This triangulation from different approaches and measures can unveil key sources of potential bias. Combining different regional approaches (within LAC and among LAC and other regions) with studies at different levels (genetic, cognitive, neuronal, epidemiologic), which are available to researchers globally at a modest cost, will represent a novel advance in the field of dementia.
Toward a regional network for translation research
Several LAC are currently working with animal models. Examples include the Neuroscience Group of Antioquia, which usually leads to increased carer burden e29 (see appendix e-1, S6, links.lww.com/WNL/A97).
Additional LAC constraints
The number of physicians per affected individual is variable between countries, as well as the proportion of private and public organizations. The distribution of resources is unequal and those less advantaged have very little or no social support (with Cuba as an exception e-13 ). In most LAC, there are no national social programs, but private, academic, religious, philanthropic, and industry-based local programs exist.
e-13,17 Aware of this challenge, some LAC have started to implement initiatives to support affected families; for example, ALMA in Argentina, "No me olvides" in Colombia, CIAM in Peru, and the Brazilian Federation of Alzheimer's Associations. Such initiatives could be strengthened and expanded by incorporating IT platforms such as telemedicine (e.g., Venezuela telemedicine program). Issues such as lack of Internet access or electricity in most of the rural regions of LAC, however, will need to be addressed first e27 (see also appendix e-1, S6, links.lww.com/WNL/A97). 12 It is time to do this at the LAC network level.
Discussion
The key aim of this article was to identify areas of priority on which LAC should focus, to join global research on dementia, and to harmonize clinical and research practices internationally. We have provided evidence indicating that such harmonization may need to be preceded by regional solutions to address the most imminent priorities (appendix e-1, S5, links.lww.com/WNL/A97).
We have identified regional gaps and strategies. Core gaps include (1) limited reliable epidemiologic data, (2) lack of a LAC dementia strategy encouraging governments to set specific mental health policies and budgets, (3) lack of culturally valid assessment procedures and reliable diagnostic markers that enable comparison of dementia figures among LAC and internationally, and (4) lack of a unified LAC agenda to facilitate collaboration and rapid translation of research findings in the region (tables 2 and 3 for details). Strategies to tackle these regional needs were also identified. These include (1) dissemination aimed at increasing outputs in scientific outlets, educational materials, and social media; (2) an integration agenda aimed at increasing opportunities for scientific debate and interactions, professional training, knowledge and resource exchanges, and shared IT infrastructure; and (3) a political agenda targeting relevant stakeholders, policy makers, government agencies, and international organizations to raise awareness of LAC challenges and support harmonization of strategies globally (table 2) . Several unresolved issues will require joint efforts between LAC. Certainly, this is not a comprehensive treatment of all relevant issues. For instance, prevention and prevention research are important topics outside the scope of the article that should be assessed in future works. It is not entirely clear whether and how models of diagnosis and care from developed countries can be implemented, at least at present, in LAC. Given socioeconomic and sociocultural differences, we anticipate that critical modifications will be necessary.
For instance, all these topics presented above could trigger immediate actions: c There is a need for scientifically rigorous regional epidemiologic studies that systematically investigate prevalence, incidence, resilience, and cognitive reserve. c LAC need a national and a regional dementia strategy. Such strategy should be aimed at heads of governments and international agencies to encourage more regional collaboration.
c Support will be needed from national/international organizations to enable a smooth and timely transition of LAC from their current status to a position that best captures global strategies. More collaboration between LAC is urgently needed, including (1) promoting new regional collaboration forums; (2) capitalizing on unique populations; (3) working toward a regional network for translational research and assessment; and (4) developing LAC dementia registries to accelerate research discoveries.
We envisage that this opinion article will pave the way toward a LAC working agenda that will harness the support needed both to provide better care for people with dementia and to facilitate the translation of research developments into local solutions that meet global standards.
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